Monroe County Schools

Medication Return Form

Name of student: ________________________________________________________

School: __________________________________ Date: __________________________

Name of parent/guardian: __________________________________________________

Form of medication: 

______ pill/capsule                       ________ Liquid                      ______ inhaler

______ Injectable                           ________ suppository

Amount of medicine: _______________________________________

Name of school employee: ________________________________________

I, __________________________, being the parent/guardian of ____________________

Have received the above named medication in the above named quantity from the school as returned medication. 

______________                           ____________________________________________

     Date                                                     Signature of Parent/Guardian

                                                       ___________________________________________

                                                                  Signature of School Employee
